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SUMMARY
EMS first received systematic attention from federal, state, and local governments and from the medical community in the mid-1960s. A focus on trauma (especially motor vehicle crashes) and on acute cardiac conditions led to the development of an adult-oriented system. In the 1970s, funding from federal agencies (particularly, DOT and DHHS [then DREW]) and an RWJ Foundation grant program did much to stimulate the growth of EMS systems. In 1981, folding DHHS funding for EMS into a block grant program covering seven preventive health and health services programs led to less federal funding for EMS. Over time, however, some states and communities increased their own funding for EMS.
By the late 1970s, pediatricians and pediatric surgeons had begun to recognize that children's emergency care needs had not received adequate attention. Efforts in their own communities and through professional organizations began to gain wider attention with such developments as the designation of a regional pediatric trauma center in Maryland, the creation of the EDAP program in Los Angeles, and the introduction of courses such as PEMSTP, PALS, and APLS. In 1984, a federal demonstration grant program specifically targeting EMS-C was approved. This ongoing program, administered by HRSA, aims to expand access to and improve the quality of EMS-C services available through existing EMS systems. It also is generating a body of knowledge and experience that other states and localities can draw on in their efforts to enhance EMS-C capabilities. Since the first grants were awarded in 1986, projects in a total of 31 states have produced a variety of resource materials and taken many useful steps to improve EMS-C.
Progressive development of EMS systems has made clear that certain core functions need to be performed in every system. Fifteen system elements specified by the 1973 EMSS Act (e.g., training, communications, transportation, critical care facilities, and standard record keeping) have been important in shaping EMS systems. The committee sees seven essential responsibilities for EMS-C systems: (1) identification of emergencies and the need for emergency care; (2) access to the services of the system (e.g., a 9-1-1 emergency number) with the dispatch of personnel and equipment; (3) appropriate prehospital care; (4) transportation to appropriate points of care; (5) definitive treatment, including access to needed tertiary and rehabilitative care; (6) reliable communication among emergency care providers; and (7) use of information systems and feedback to assess and improve care and system performance and to point to areas for prevention.
Meeting these responsibilities involves medical and administrative considerations and requires the participation and cooperation of a variety of individuals and institutions. No one agency or institution has authority overs and children about injury prevention and seeks corporate and public-sector action to promote safety and al., 199la). They generally provide care on a walk-in basis for a variety of complaints. Some operate independently; others are affiliated with nearbydetermined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
